Various surgical procedures including jaw fixation are used for the treatment of morbid obesity. Intubation difficulties are now recognised as a major anaesthetic hazard in pregnant patients. l This paper describes the failed intubation of an obese pregnant patient in whom previous jaw wiring was considered to be a major contributing factor. A satisfactory outcome was achieved using a recommended failed intubation drill.
CASE REpORT
A 33-year-old primigravida weighing 130 kilograms had been in labour a short time, when lumbar epidural analgesia was requested. Past medical history revealed allergies to penicillin and stelazine, hypertension, and occasional asthma. There was no past history of general anaesthesia. Examination revealed an obese woman in distress, with a blood pressure of 150/100 and chest clear to auscultation.
An epidural catheter was inserted via the L 3/4 interspace and satisfactory.analgesia was achieved. Nine hours later a decision was made to perform an emergency caesarean section because of arrested labour and intermittent fetal tachycardia.
Reassessment by the anaesthetist revealed the patient to be in pain, as the epidural block had not been maintained in anticipation of vaginal delivery. Also, she had restricted mouth opening, a small mandible and a fat neck. The patient requested general anaesthesia and due to the urgency of the situation this was agreed upon. However, a difficult intubation was anticipated.
Mist. magnesium trisilicate (25 ml) was administered to the patient before transfer to theatre. The patient was positioned on the operating table which was tilted fifteen degrees to the left. Electrocardiograph monitoring was established, and a blood pressure cuff applied to the left arm. Readily available were two obstetric laryngoscopes, three endotracheal tubes (sizes 7.0, 7.5, 8.0 mm), an introducer, bougie, suction and a skilled assistant. The patient was pre-oxygenated for five minutes. Atropine 0.6 mg was given intravenously before induction of anaesthesia with thiopentone 400 mg and suxamethonium 100 mg. Cricoid pressure was applied. Due to the restricted mouth opening, the laryngoscope was just able to enter the mouth exposing only the tip of the epiglottis. An attempt was made to pass a bougie into the trachea, and to pass a size 8.0 endotracheal tube but the tube entered the oesophagus. As intubation was felt to be impossible all further attempts were abandoned.
The patient was rapidly turned on her left side, and the table tipped head down. Cyanosis quickly developed. The endotracheal tube was removed, an oral airway inserted and IPPV with 1000/0 oxygen via a mask was instituted. ECG monitoring throughout was satisfactory. Cricoid pressure had to be released to allow ventilation. Suction of the pharynx was necessary to remove secretions, but no gastric contents or clinical evidence of aspiration were seen. Although it was difficult to hold the face mask in place due to her obesity adequate oxygenation was maintained, ventilatory support being necessary for approximately ten minutes before spontaneous ventilation returned. The patient was allowed to wake up.
The fetal heart rate had remained satisfactory. Further obstetric advice was sought, as a result of which a trial of forceps was planned. Lignocaine 2% plus adrenaline 1 :200,000 was used to re-establish epidural blockade, and vaginal delivery with forceps took place without difficulty. The baby had Apgar scores of seven at one minute and eight at five minutes.
DISCUSSION
Infertility is common in the morbidly obese 2 and pregnancy may occur after significant weight reduction. The fact that this patient had undergone jaw fixation for the treatment of her obesity was brought to the anaesthetist's attention shortly after delivery. Fixation had been carried out when the patient weighed one hundred and twenty-five kilograms and was removed ten months later at ninety-five kilograms shortly after pregnancy was confirmed. There was no comment on the jaw wiring in her clinical notes despite the obesity clinic attendance. The patient thought it unimportant and failed to tell the anaesthetist when questioned pre-operatively regarding any jaw problems.
The patient subsequently revealed that after fixation she had painful temporomandibular joints requiring anti-inflammatory therapy with ibuprofen. When the wires were removed she noted restricted mouth opening, persistant clicking of her temporomandibular joints, and Anaesthesia and Intensive Care, Vol. J /, No. 1, February, 1983 altered teeth occlusion. It was later revealed that she was a poor complier and did not adhere to the clinic physiotherapy protocol used in such cases.
It has been noted that all patients have transient limitation of jaw movement on removal of fixation and that most cases resolve spontaneously in a week. Out of 122 patients five had prolonged limitation requiring active physiotherapy. 3 Although it appears that permanent restriction of mouth opening is uncommon after jaw fixation, it is felt to have been the major aetiological factor in this case of failed intubation. Anaesthetists should be aware of this possibility in patients having previous jaw fixation and be prepared for a difficult or failed intubation in such patients.
The number of maternal deaths from all causes has been noted to have decreased but the mortality rate associated with anaesthesia has shown an increase. l Failure to intubate the trachea is a significant avoidable factor. Persistent attempts at intubation are rarely successful when difficulty occurs and may only lead to hypoxia with the added risks of regurgitation and aspiration. l All anaesthetists should have a clear failedintubation drill for the occasion should it arise. 4 Attempts at intubation should be abandoned early when it becomes obvious that it is impossible. The following protocol for failed intubation (modified after Tunstalp) is useful.
Cricoid pressure is maintained, the patient turned on her left side with head-down tilt, IPPV via a face mask with 100% oxygen is given and the pharynx suctioned as necessary. Depending on the urgency of the situation, one of the following actions can be taken: 1. Allow the patient to wake up and employ regional anaesthesia, e.g. spinal, epidural, regional infiltration. Alternative techniques, after allowing the patient to wake up, include: a) Awake intubation under local anaesthesia (with or without a fibreoptic bronchoscope). b) Inhalational anaesthesia by mask. c) Ketamine anaesthesia. 2. Continue with general anaesthesia via face mask. a) Maintain cricoid pressure if possible and deepen anaesthesia with 50:50 N20:02 and halothane or enflurane. Positive pressure ventilation is continued until adequate spontaneous respiration returns. The use of nondepolarising relaxants is not recommended. b) Release cricoid pressure. Pass rubber stomach tube and empty stomach. If it has not been administered before induction instil antacid (e.g. sodium citrate 0.3M 30 ml. Remove stomach tube). c) Continue with anaesthesia, watching for signs of regurgitation. d) When the depth of anaesthesia is satisfactory return the patient to the supine position with lateral tilt. Straighten the table and proceed rapidly with the operation. Regional anaesthesia is the best option. The choice of action will depend on the urgency of the situation, and the ability to maintain an adequate airway. The importance of skilled assistance is stressed.
It is generally regarded that nasotracheal intubation is inadvisable in pregnant patients because of the greater risk of haemorrhage due to mucosal congestion. However, a recent case report describes the technique used for an awake blind nasal intubation in a patient for caesarean section in whom the usual alternative options for failed intubation were considered inappropriate. 6 Cricothyroid puncture may be life-saving but transtracheal ventilation is a risky procedure for caesarean section. Tracheostomy under local anaesthesia or as an emergency is warranted only in extreme cases.
The first option was implemented in this case. The patient was allowed to wake up, and the epidural blockade was re-established, ironically, to allow vaginal delivery to be performed.
